Deep vein thrombosis (DVT) in the lower limbs is a hazard of long-distance air journeys1-3, the usual features being a painful and swollen leg or symptoms of pulmonary embolism. Occasional patients have thrombosis in proximal veins, giving rise to more puzzling symptoms4. Here we report the case of a woman who presented with an acute abdomen.
CASE HISTORY
A postmenopausal and moderately obese Asian woman aged 55 complained of acute abdominal pain and subsequently collapsed at Heathrow Airport soon after disembarking from a 12-hour flight. Her pulse was regular at 116/min, blood pressure 72/50mmHg, respiratory rate 24/mi and oxygen saturation 92%. Her left lower abdominal quadrant was acutely tender and guarded, but the remainder of the abdomen was non-tender and without abnormality. In the chest, air entry was bilaterally equal and no foreign sounds could be heard. There was no lower limb oedema and all arterial pulses were normal. After administration of analgesia, a litre of crystalloid intravenously and oxygen by face-mask, the pulse rate was 96/min, blood pressure 104/60 mmHg and oxygen saturation 98%. Haematological and biochemical investigations, plain X-rays of the chest and abdomen and an abdominal ultrasound scan revealed no abnormalities. 24 hours later, her entire left lower limb was noticed to be warm, swollen and tender. Deep venous thrombosis was suspected and venography confirmed an occlusive thrombus in the left iliofemoral vein. Coagulation indices, including measurements of proteins C and S, were normal. There were no detectable risk factors for deep venous thrombosis, other than the long aeroplane journey. On ventilation-perfusion scanning the probability of pulmonary embolism was low. Anticoagulation was begun, initially with heparin and later warfarin. COMMENT Deep venous thrombosis in the lower limbs after longduration air travel has been described as jet leg1 and as a component of the 'economy-class syndrome'2. Cramped seating, immobility and dehydration due to low cabin humidity, alcohol intake and changes in microcirculatory permeability resulting from falling blood oxygen tension have been implicated as causal factors. Other risk factors for thromboembolic disease, such as previous deep venous thrombosis, coexistent chronic disease or malignancy, hormone therapy and recent lower limb injury or operation were identified in 95% of the patients in one series3. 30% of those air-travellers who developed deep venous thrombosis had an episode of pulmonary embolism.
Lower abdominal pain has been described as a symptom of isolated iliofemoral vein thrombosis in pregnant and puerperal women5. However, it is very rare for a isolated thrombosis to develop in the iliofemoral vein in the nonpregnant/puerperal state6'7. With an isolated thrombus in this location, the onset of oedema in the lower limb is often delayed. Collateral drainage is probably adequate until proximal propagation of the thrombus leads to occlusion of the common iliac vein.
Although ultrasonography was non-diagnostic in our patient, it is reported to be quite accurate in the diagnosis of pelvic venous thrombosis in obstetric patients8. As illustrated by our case, isolated iliofemoral/pelvic vein thrombosis in a non-pregnant/puerperal patient may not be suspected until the onset of leg swelling.
